, that both have found their proper recognition.
Venous pulsation was occasionally recorded in the I8th century, notably by Lancisi (1728), but no important contribution to the subject was made until the introduction of sphygmography, which permitted the taking of actual tracings (Friedreich, i866; Potain, 1867) . Mackenzie (I893) recorded the jugular and arterial pulses simultaneously and made a systematic analysis of the clinical significance of the venous pulse. He recognized the waves and designated them in accordance with the events in the cardiac cycle, which he believed they reflected. At first the chief clinical application of the venous pulse lay in the diagnosis of arrhythmias, but in this it was soon to be superseded by the electrocardiogram. Interest in the venous waves then waned until the advent of cardiac catheterization and cardiac surgery led to more precise diagnosis of congenital heart disease and a consequent reappraisal of physical signs (Wood, I950 (Wiggers, 1928 (Wood, 1956) . Jugular Venous Hypertension A raised pressure in the jugular veins is the earliest evidence of general systemic congestion and precedes signs in the legs or abdomen. Later, if heart failure persists and increases, venous distension will be followed by hepatic engorgement and the appearance of oedema. Similarly, when the heart improves, the venous pressure falls to normal before the oedema disappears.
A raised venous pressure at rest may be found in many conditions besides heart failure. Wood (1956) lists hyperkinetic circulatory states, increased blood volume, bradycardia, increased intrapericardial, intrathoracic or intra-abdominal pressure, partial obstruction of the superior vena cava, tricuspid stenosis and space-filling lesions affecting the right side of the heart. The diseases which cause most difficulty in practice are chronic anaemia, acute nephritis, emphysema and thyrotoxicosis. Congestive heart failure should not be diagnosed in the presence of any of these diseases unless the venous pressure is considerably elevated or the liver is engorged. The possibility of a raised venous pressure being due to constrictive clothing or bandages around the waist should not be overlooked.
Persistent jugular venous engorgement without dyspnoea suggests constrictive pericarditis, tricuspid stenosis or superior vena caval obstruction. In superior caval obstruction the liver is not congested. Some jugular pulsation persists while the obstruction is partial, but once it becomes complete all pulsation is lost, anastomotic veins appear over the chest, and the face becomes congested and cyanosed. Abnormal Jugular Pulsation
The commonest and most important abnormality in the form of the venous pulse is an exaggeration of the normal a wave (Fig. 3) Another common and important abnormality of the venous pulse is the ventricular form due to tricuspid incompetence (Fig. 3) . At (Mackenzie, I902) .
Another striking and important abnormality of the jugular pulse is that described by Friedreich (i866) in constrictive pericarditis (Fig. 3) Well-known members of the technical staff will be available for discussions and for the special demonstration features.
The exhibition, to be held at Tavistock House North, Tavistock Square, will be for all users of X-ray and photographic materials and visitors can anticipate a cordial welcome.
